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INFECTIOUS DISEASES: LENGTH OF STAY OF 
PATIENTS IN HOSPITALS AND "RETURN" 

CASES. ~ 

BY W. A. BOND, M.A., hLD., D.P.H. CA~IB., M.R.C.P. LEND. 

Medical Officer of Health of the Metropolitan Borough of Holborn. 

IN order to avoid any misunderstanding, I wish at the outset to 
express nay very high appreciation of the work of the Metropolitan 
Asylums Board, and to state my experience that this appreciation 
is generally expressed by'al l  classes, even by many who do not 
understand the numerous and varied difficulties associated with the 
isolation and treatment of infectious disease. 

The excellent results that have already been achieved may, I 
venture to think, be still further improved by the increased 
co-operation of the Metropolitan Asylums Board and the 
sanitary authorities, the medical profession, and the public 
generally. 

I agreed to write this paper in the hope that it and the discussion 
to follow might tend in this direction, especially as they are only a 
preliminary to a proposed conference with the medical super- 
intendents of the Board's hospitals. 

PERIOD OF DETENTION IN HOSPITAL, 

I am of opinion that with this co-operation the period of deten- 
tion in hospital of many of the patients might be reduced to the 
general advantage. 

I will deal with scarlet fe~er first of all, as it is now generally 
recognised that there is a greater number of " return cases," a 
greater percentage, and also a greater difficulty in preventing them 
than in diphtheria. 

From the annual reports of the Metropolitan Asylums Board, it 
appears that since the year 1899 there has already been a reduction 
of rather more than a week in the average period of detention of the 
cases of scarlet fever to recovery (excluding fatal cases), as shown 
by the following statistics : 

Read at the meeting of the Metropolitan Branch of the Society on 
December 19th, 1902. 
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Detention in Hospital to Recovery. 
T o w n  HOSPITALS, 

1901. 1909. 1899. 

N u m b e r  of eases . . . . . . . . . . . .  8,513 6,060 6,250 

Average  de ten t ion  in days  . . . . . . . . .  62"48 68-8 70"4 

CONVALESCENT HOSPITALS. 

1901. 1900. 1899. 

N u m b e r  of cases  . . . . . . . . .  

Average in t own  hospi ta ls  . . . . . .  
Average  in  convalescent  hospi ta ls  

Average  tota l  de ten t ion  ... 

4,845 *°° 

29'47 
45-22 

74'69 

4,377 

30'5 
49"5 

80"0 

6,724 

31'4 
46"0 

77.4 

From these statistics I have worked out the following average 
detention of all cases : 

TOTALS OF TOWN AND CONVALESCENT HOSPITALS, 

I 1'901. l t900. 
] , . . . . . . . .  
J 

N u m b e r  of cases . . . . . . . . . . . .  [ 13,35~ 10,437 

Average detent ion  in days . . . . . .  73"4 ... 66"91 

1899. 

12,974 

74"0 

Thus, since 1899 there has been an average reduction of rather 
more than a week in the period of detention at the Metropolitan 
Asylums Board hospitals, this reduction having almost wholly 
taken place since 1900. 

I think Dr. Simpson's valuable investigation and report to the 
Metropolitan Asylums Board respecting " r e t u r n "  cases is in no 
small measure responsible for this reduction. 

This reduction in the period of detention has been made notwith. 
standing an increasing severity of type of the disease since 1899, 
the mortality per cent. being a mi~dmum in that year in London, as 
indicated by the following statistics which I have prepared for the 
years 1898-1901 inclusive: 
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i I 1901, 1900. 

Notifications . . . . . . . . . . . .  ~ 18-~-800 

Admissions to Metropolitan Asylums 
Board hospita/s (per cent.) . . . . . .  

Deaths in London (Registrar-General) 
Deaths in MetropolitaJa Asylums Board 

hospitals . . . . . . . . . . . .  

Mortality per cent., London . . . . . .  
Mortality per cent., Metropolitan 

Asylums Board hospitals (Registrar- 
General's formula) . . . . . . . . .  

L 

i Average period of detention in days ... 

1899. 

18~089 

78'89 75 '15 74"84 

584 361 

542 313 

3 " I /  2"62 

8"81 2"97 

1898. 

16,894 

73'16 

398 583 

353 514 

2"20 3"45 

2'65 4"12 

80"0 No in- 
formation 

London Fever Hospital.--I cannot obtain similar statistics for 
the London Fever Hospital, as they are not published; but Dr. 
Hopwood, in a recent interview, kindly gave me much valuable 
information, amongst which was the following: The minimum 
detention for an adult is 6 weeks. During the past six months the 
minimum period of detention for ages ten to fourteen years has 
been reduced from 7 to 6 weeks, the same as for an adult ; and for 
children under ten years from 8 weeks to 7 weeks. He is of opinion 
that he has quite as successful results ; in fact, during this period 
of six months he has only had one " r e t u r n "  case, and that was 
from an adult who left the hospital of his own accord against 
Dr. Hopwood's advice. 

Leicester Borough HospitaL--In a paper read before the Epidemi- 
ological Society in March, 1895, Dr. Priestley stated that the 
average length of stay was 6 weeks, and for 120 patients treated 
with eucalyptus oil it was only 5 weeks. 

In Leicester Dr. Millard,* during the three months September 14 
to December 14, 1901, reduced the minimum stay in hospital to 4 
weeks. The average stay in hospital, including time ill at home, 
was 39"1 days, or, counting only time in hospital, 35"3 days. There 
were no deaths. 

Edinburgh.--Sir Henry Littlejohn informs me tha~ the period of 
detention of ordinary eases is 6 weeks, and for special (and few) 
cases 7 to 8 weeks. 

Epidemiological Society, February, 1902. 
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Nottincjham.--Dr. Boobbyer writes that uncomplicated cases are 
frequently discharged at the end of 5 weeks, and sometimes at the 
end of a month from onset. 

Live~Tool.--Dr. Hope writes : " I  think you might put down 8 
weeks as an average." 

Birmingham City Itospital.--From a report by Dr. Millard on 
"Re tu rn  Cases of Scarlet Fever," dated April, 1899, the average 
detention in the hospital of the 4,810 discharged patients was 8"5 
weeks. 

In u letter to me Dr. Millard states that he feels that the policy 
pursued by the Metropolitan Asylums Board in keeping cases so 
long in hospital is a mistake. There is no evidence that any good 
purpose is served by ii. He does not believe it benefits either the 
public, the parents, or the patients, and sooner or later a reaction 
is sure to come. The ratepayer will turn at last ! 

Other Hospit~ls.--I wrote to the medical officers of health of 
some of the largest towns in England and Scotland asking for the 
periods of detention in hospital, but although much valuable infor- 
mation was sent, I have not received any further statistic~ as to the 
detention of patients in hospital. 

The Fever Hospitals' Committee of the Royal College of 
Physicians, in a report dated July 16, 1900, stated that they had 
communicated with the authorities of many hospitals in other 
large towns in this country, in America, and in Germany, and had 
ascertained that the period of detention insisted on is of somewhat 
shorter duration than is practised in those of the Metropolitan 
Asylums Board. 

DISCHAROE OF PATIENTS WITHOUT OTHER COMPLICATIONS BEFOI¢E 

COMPLETE DESQUAMATION HAS BEEN EFFECTED. 

I think the period of detention of patients in hospital may be 
much shortened by discharging uncomplicated cases before com. 
plete desquamation has been effected. 

When I was a resident medical officer at the South-Western 
Fever Hospital during the summer vacation of 1894, it was the 
custom to very carefully examine all patients, and not discharge 
any before every scrap of desquamating cuticle had been shed. 
This is, as a general rule, the custom still adopted at the hospitals 
of the Metropolitan Asylums Board. 

London Fever IlOspital.--Dr. Hopwood, of the London Fever 
Hospital, informs me that he now discharges such cases after the 
following process : The feet are well washed with soap and water, 
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then with ether, and afterwards wrapped in pads of cotton-wool 
soaked in a 40 per cent. solution of formic aldehyde. He made 
experiments by inoculating forty tubes of broth with shreds of the 
cuticle of forty patients after this process, and in only one did he 
obtain any growth. 

Leicester.--Dr. Priestley * states that in Leicester, when at the 
time of the outbreak of small-pox not less than 120 children in 
various stages of desquamation after scarlet fever were sent to their 
homes, no single second ease occurred at any of these homes, 
aRhough he carefully watched ~hem for three months. Surely this 
was not a pure coincidence ! 

Last February I had the pleasure of hearing a very interesting 
paper by Dr. Millard on "The  supposed Infectivity of Desquama- 
tion in Scarlet Fever,"+ in which he introduced many strong 
arguments, and quoted the opinion of sixteen medical superin- 
tendents of fever hospitals, including six of the medical superin- 
tendents of the Metropolitan Asylums Board hospitals, in favour of 
the views that too much importance has in the past been attached 
to desquamation as a source of infection, and that it is not neces- 
sary, in order to prevent the spread of infection, that patients 
who are otherwise quite ready to leave hospital should be de- 
tained until every visible trace of desquamating epithelium has 
disappeared. 

He also quotes his recent experience of three months in the latter 
part of 1901, when of a total number of discharges of 190 the 
average time in hospital was only 85"3 days, there were only five 
" re tu rn"  cases, and in only one of these was there any desquamation 
present in the infecting case--this was on the feet--but  the patient 
was also suffering from sore nose, which was a much more probable 
source of infection. 

Nottiugham.~Dr. Boobbyer writes to me that with regard to late 
desquamation, in the absence of other symptoms and secondaries, 
he holds the view that it is not indicative of the presence of 
infection. 

No~dch.--Dr. Cooper Pattin writes to me that he does not 
detain scarlet fever cases because of incomplete desquamation of 
feet, but, provided there be no nasal or aural discharge or pro- 
nounced tonsillar trouble, he paints the pedal cuticle with iodine 
and discharges the patient at the end of 4 or between 4 and 5 
weeks. 

Croydon.--Dr. Meredith l~ichards writes to me that he believes 
Transactions of the Epidemiologiea] Society, 1894-95. 

~ Epidemiological Society, Feb., 1901. 
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that every case should be isolaied until the mucous membranes 
appear normal, and that he attaches no imt)ortance whatever to des- 
quamation. 

BACTERIOLOGY AND c~ l~ETURN " CASES, 

Although it cannot yet be said that the Streptococcu~ scarlatinx 
has been proved to be the specific germ of scarlet fever, yet 
Drs. Klein and Gordon have always found it present in large 
numbers in the tonsillar mucus in the early stages, and in many 
cases after the fourth week, and in some cases as late as the eighth 
and ninth week, and in one case as late as the seveJ~th mouth. 

Dr. Stickler ~ actually produced scarlet fever in nine children by 
inoculating mucus obtained from the throat and buccal cavity (soon 
after the characteristic eruption appeared) of a patient who had 
a mild attack of scarlet fever. 

This micro-organism was isolated by Klein from the ulcers of 
the Hendon cows that gave rise to the well-known outbreak of 
scarlet fever in  the north of London in 1885. By inoculation 
of the Streptococcus scarlatgnce into six milch cows Klein produced 
the " H e n d o n "  disease. Since this outbreak Drs. Klein and Gordon 
have devoted much research to this and the micro.organisms often 
associated with it. 

Moreover, they have not found it in the normal throat nor in 
inflamed but non-scarlatinal throats; it therefore seems to be at 
least intimately associated with scarlet fever, and therefore, I think, 
worthy of some consideration by us. 

In connection with the subject of this paper, it is worthy of note 
that this streptococcus has or has not been obtained from the 
following : 

1. Not from desquamating cuticle. 
2. Not from the urine, and I know of no evidence that the urine 

of scarlet-fever patients is infectious. 
3. In abundance in the tonsillar mucus in the early stages, and 

in many cases after the fourth week, and even as late as the seventh 
month. Moreover, although not found in some hospital cases at 
the fourth or fifth week, it has in the same cases been found some- 
times at later periods, although the throat may appear normal. 

4. It has been found in only two out of twelve nasal disclta~y/es 
examined. 

5. It has been found in only one ou~ of nineteen aural discha~yes. 
From these researches I have formed the opinion that probably 

New York Mediea,1 Record, September 9th, 1899. 
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the most frequent source of the infection in " r e t u r n "  cases was 
the tonsillar mucus, and I was glad to have this opinion confirmed 
by Dr. Gordon himself in a recent paper on " Re t u r n  Cases. ''* 

These researches also seem to indicate that the tonsillar mucus 
is a much more favourable nidus for the growth of the Streptococcus 
scarlatin~e than the nasal or aural discharges. 

In the case of diphthe~ia it is well known that the Bacillus 
diphtherice may persist about the upper air-passages for months 
after apparent recovery from the illness---that is, long after they 
have probably become immune to the disease--or, in other words, 
they may then act simply as carriers of the disease. 

It appears to me that in the cases of scarlet fever with chronic 
nasal and aural discharges after the patient has probably become 
immune to scarlet fever, these nasal and aural discharges will be 
kept up by other pyogenic micro-organisms, especially the Strepto- 
coccus pyogenes, and that the patient may sometimes act simply as 
a carrier of the Streptococcus scarlatinae in the tonsiUar mucus, and 
less frequently also in the nasal or aural discharges. In a sense 
the patient may also be an active incubator of the scarlet-fever 
organism in as far as it can flourish in these media. 

Dr. Gordon, in his most valuable paper,,+ also states that he has 
corroborated Koeniger's experiments, which show how real is the 
possibility of the scarlatinal virus located in the mouth and throat 
of convalescents being expelled even distances of 24 and 40 feet by 
speaking or reading aloud, coughing, etc. 

He has also shown that two hours after gargling with sufficiently 
strong solution of potassium permanganate or liquor chlori the 
number of organisms in the saliva is reduced by over 80 per cent. 
as compared with the number present before gargling. 

I therefore cannot help thinking with him " tha t  if the degree of 
throat disinfection which these results indicate can be obtained was 
practised as a matter of routine in all cases of scarlet fever from the 
earliest stage of the disease, no matter how mild the attack might 
clinically appear to be, good results would be obtained in the way of 
preventing complications, and that amongst other things a diminu- 
tion in the percentage of ' return '  cases would probably ensue." 

I think that. by this method of throat disinfection the average deten, 
tie~,n of patients in hospital might also be very much reduced. 

Dr. Simpson's Report to the Metropolitan Asylums Board 
(June 5th, 1899), showing that in at least 80 per cent. of the 
primary infective cases there were discharges from mucous mem- 
branes, is also in favour of this. 

* British Medical Journal, August 16th, 1902. t Ibid. 



250 In fec t ious  D i s e a s e s  ,P~wi~ Health 

SYSTEMATIC t~ACTERIOLOGICAL EXAMINATION OF SC~%RLET ~ E V E R  

CASES. 

At the Leeds Hospital.--Dr. Pearson* is of opinion that a great 
deal might be done in this direction, and states that if systematic 
bacteriological examination in eases of scarlet fever does nothing 
else, it will demonstrate the absence of diphtheria bacilli, and thus 
exclude mixed infection. It wili also thus help to prevent the 
occurrence of post-scarlatinal diphtheria. 

Dr. Pearson employed a somewhat rougher and readier plan than 
that employed by Klein. 

Cases of Mixed Infect ion,  Scar let  Fever and Diphther ia ,  at the  
Metropol i tan Asylums Board Hospitals at T ime of Admission. 

1901 ... 164 cases of scar le t  fever and  d iph the r i a  on admiss ion ,  
1900 ... 216 ,, . . . .  ,, 
1899 ... 219 ,, . . . . .  , 
1898 ,,. 223 ,, . . . . .  , 

Or  a n  ave rage  for the  four yea r s  of 1"2 per  cent., of the  to ta t  admiss ions .  

I hope a simple method will soon, be devised so that this 
systematic examination could be adopted at the Board's hospitals. 

EXTENDED DETENTION IN }{OSPITAL NO GUA]IANTEE OF FREEDOM 

FR05[ INFECTION. 

Lonclon.--Dr. Simpson, in the same report, gave instances of 
" return " eases after 4, 5, and 8 months' detention in hospital, 
and, as Dr. Gayton has pointed out, some otorrhceas continue for 
years. 

Ma,~chester.--Dr. Niven + says a prolonged stay in the hospital 
is no guarantee against the occurrence of " return " cases. 

Glasgow.--Dr. Chalmers, 5fedical 0ffleer of Health, Glasgow, 
writes to me that simple extension of time in hospitat does not 
prevent " r e t u r n "  cases. He knows that they vary as the pressure 
in the wards varies. 

Birmi~gham.--Dr. Millard, in his statistics of 4,810 cases at the 
City Hospita],~ had only 1'8 per cent. of infective cases amongst 
those discharged under 6 weeks from onset of the illness. The 
average period of isolation of all cases dischargi3d as compared with 
the average of all infecting cases was 8'5 weeks, as compared with 
8"3 weeks (from the onset of illness), or practically the same, thus 
showing clearly that there is no preponderance of infecting cases 
amongst those patients discharged earliest. 

PUBLIC HEALTIt, J u l y ,  1900. 
+ A n n u a l  Repor t  for 1901, p. 69. ++ R e p o r t  for 1898. 
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Nottingham.--Dr. Boobbyer * states that most medical officers of 
fever hospitals are now agreed in thinking the occurrence of a 
certain proFortion of " r e t u r n "  cases to be inevitable. 

Brighton.---Dr. Newsholme gives, in his annual report for 1901, 8"4 
as his percentage of " r e t u r n "  eases for that year. He kindly gave 
me in writing the following as his views of " r e tu rn"  cases. " H e  is 
of opinion that although in a certain proportion of cases the patient 
may serve merely as a carrier in his secretions of infection from the 
ward, in the majority of instances when ' re turn '  cases occur he is 
at the time of discharge and for some time afterwards an active 
incubator of scarlet-fever organisms in his throat and nose. On 
this point he lays stress on the analogy between diphtheria and 
scarlet fever. In diphtheria it is a well-known fact that, irrespec- 
tive of whether the patients are treated in hospital or at home, a 
certain number remain infectious for protracted periods, and in 
these cases there is some rhinorrhoea. In such chronic cases the 
infection may persist for three or more months. 

" W h a t  occurs in diphtheria almos~ certainly occurs in scarlet 
fever in a small proportion of the total cases, and in scarlet fever, 
as in diphtheria, it is not, in his opinion, as a rule a question of 
hospital influence, but of the natural history of the disease. 

"These  chronic cases of scarlet fever and diphtheria represent 
sports of the disease. The great difficulty in scarlet fever is that, 
unlike in diphtheria, one has at present no trustworthy bacterio- 
logical test when the patient is discharged; hence the greater 
difficulty in controlling ' re turn '  cases in scarlet fever than in 
diphtheria." 

NUMBER OF " RETURN " CASES COMPARED WITH I)EI~OD OF 
DETENTION IN I-~OSPITAL. 

I have been kindly supplied with and have searched for much 
information on this subject, but the percentages of "return" cases 
are given on such different data that the results are not generally 
comparable, and of~n when they are fairly comparable neither the 
percentage periods of detention nor the average period of detention 
are given, so that hut little argument can fairly be deduced from 
them. 

Dr. Simpson's figures (p. 21), although too small to be reliable, 
indicate that " r e t u r n "  cases are not due to premature discharge, 
are not t~ be lessened by long detention in hospital, and bear little 
relationship to the duration of treatment. His percentages on 

Annual Report, 1895. 
18 
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page 14 are practically useless, as he includes scarlet fever and 
diphtheria cases together, and does not take into account the pro- 
portion of scarlet fever and diphtheria cases treated at the 
respective hospitals ; e.g., it is stated in the Annual Report of the 
Metropolitan Asylums Board for 1899 that on November 21, 1899, 
there were 417 cases of scarlet fever and no diphtheria eases at the 
North-Eastern Hospital, while at the Eastern there were only 86 
eases of scarlet fever and 714 of diphtheria. 

His 253 secondary cases of scarlet fever, or 8"8 per cent. o/ 
" re turn"  cases, he reduces to only 90 i~'eeting cases, or 1"8 per 
cent., in which personal infection alone is the evident cause. 

Dr. Miltard's statistics of the 190 discharges during the three 
months September 14th to December 14th, 1901, with an average 
time in hospital of only 5 weeks (35"3 days), with only 5 " r e tu rn"  
cases, or 2"6 per cent., compare very favourably with the large 
majority of statistics of " re turn"  cases, in all of which the 
average detention was much longer; moreover, his figures are 
for the latter part of the year, when the greater percentage of 
" re turn"  cases occur. 

HOSPITAL AS CO~IPARED WITH HOME ISOLATION. 

Dr. Simpson's corrected table B, page 47 of his report, giving a 
comparison between the detention in hospital and the period of 
isolation at home, shows a very marked difference in their duration. 

This table shows that only 3"8 per cent. of the hospital cases 
of scarlet fever, as compared with 57"4 per cent. of the home cases, 
are isolated less than 6 weeks, and only 23"6 per cent., compared 
with 91"6 per cent. of the home cases, are isolated less than 8 weeks. 

PRINTED INSTRUCTIONS TO IDARENTS AND GUARDIANS AND OTHERS. 

I agree with Dr. Simpson that printed instructions should be 
given to the parents or guardians in order that suitable pre- 
cautions should be taken in the home. 

I think that it should be stated in these instructions that 
although every care is taken to secure the freedom from infection 
of every patient discharged from the hospital, it is at present im- 
possible to prevent this occurring in a very small proportion of the 
cases. 

The " warning card " issued by the Nottingham Corporation is, 
I consider, a very suitable one.* 

It is desirable to also add that there is now very strong and 

Dr. Boobbyer's Annual.Report, 1895, p. 72. 
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T A B L E  B. 

Corrected Tabular  S ta tement  of F igures and Percentages com-  
paring the Durat ion of Detent ion in the N ine  Met ropo l i tan  
Asylums Board Hospi ta ls  and the  Per iod of Isolat ion at 
Home.  

Under  2 weeks 
2 weeks and under  4 weeks 
4 , ,  , 6 , 

6 ,, ,, 8 , 

8 . ,, 10 ,, 
10 ,, ,, 12 ,, 
12 15 
15 weeks and over 

Hospitals. 

Number. Percentage, 

2 0'0 
1 0"3 

102 3"0 
680 20"3 
989 29'6 
691 20"3 I 
625 18'9 t 
236 7"0 

Hom~, 

Number. ~ Percentage. 

22 4 5  
77 16"5 

169 36"4 
157 33'7 

35 7"5 
5 1"0 

0'0 
0 0"0 

465 

NOTE.--The period of isolation at  home, being determined as tha t  period 
between the notification of the illness and the date of disinfection of the house 
after the recovery of the patient,  does not  possess the same exact accuracy as 
the period of isolation in hospital. The error, however, is, after all, very small, 
and  the figures show ~ very striking contrast,  the importance of which is only 
slightly lessened by the comparatively small  numbers  dealt wi th  in  the home 
figures. 

increasing evidence that at least the later peeling of the feet and 
secondary peeling, if any, after return home is not infectious, and 
that the prolonged discharges from the nose and ears are infectious 
in but a very small proportion of the cases. 

Such instructions would help not only to guide public opinion, 
but also that of the medical profession, and enable patients to be 
discharged earlier with much less friction than sometimes now 
arises. 

:NOTIFICATION OF DISCHARGE TO ~V~EDICAL OFFICERS OF HEALTH. 

I also agree with Dr. Simpson that the medical officer of health 
should be notified as to the discharge of the patient from hospital. 
On making inquiries respecting secondary cases occurring a month 
or more after the return home of a patient, I have in some 
instances found parents unable to give exactly the date of this 
" re turn  " ;  and in other cases, especially if the patient has been 
removed from a general hospital or dispensary, the parent is not at 
home when inquiries are made, and the fact that it is a " r e t u r n "  
case may be overlooked. 

18--2 
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NOTIFICATION TO ~EDICAL OFFICERS OF HEALTH OF ERRORS IN 

DIAGNOSIS. 

I think this valuable information should also be supplied to the 
medical officer of health in respect of those diseases thai are not 
notifiable or not treated at the Board's hospitals as well as those 
that are, and in the former cases the nature of the disease in the 
opinion of the medical superintendent should be given. Of course, 
it is desirable that such eases, if fit to be removed, should 1)e 
discharged as soon as a diagnosis can be made. 

HOSPIT.~L ~VARDS. 

On account of the number of cases in which two separate infec- 
tious diseases are coexistent at the time of admission, and the 
consequently greater number of coexistent infectious diseases 
during stay in hospital--the percentage of which I find last year 
(1901) was 6'87 of the total scarlet-fever cases, and was 12"57 per 
cent. in 1898, and an average of about 10 per cent. for the four 
years 1898-1901--Dr. Goodall, in a paper ~ on the "Administration 
of Fever Hospitals," made the following recommendations : 

The practical administrative points to be emphasized are (1) 
that every infectious hospital must be well supplied with small 
isolation rooms or wards; (2) that the ordinary wards for scarlet 
fever, diphtheria, and measles should, if possible, be small rather 
than large, so as to lessen the risk of the spread of other infectious 
diseases accidentally introduced; and (3) that it is inadvisable to 
set aside wards for infants, but that patients of different ages 
should be equally distributed, as far as possible, through the wards. 
This measure will also tend to limit the spread of other infectious 
disorders. 

I may add that all hospital wards should be well lighted and 
ventilated, and not overcrowded. 

These details of administration would also shorten the average 
duration of stay in hospital, as they would limit the number of 
coexistent infectious diseases. 

I will now suggest that the following resolutions be adopted by 
this Branch in order to assist in securing the reduction of the 
detention in hospital of scarlet-fever cases: 

I:~ESOLUTIONS, 

1. That, to secure the best results in connection with the isolation 
of infectious disease throughout London, it is essential that there 

~',: PuJ~LIC HEALTH, June, 1900. 
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should exist cordial co-operation between the medical superin- 
tendents, acting for the Metropolitan Asylums Board, and the 
medical officers of health, acting for the different Metropolitan 
sanitary authorities. 

2. That, as there is now very strong and increasing evidence 
that at least the later desquamation of scarlet fever is not infectious, 
patients who are otherwise fit for discharge need not be detained 
in hospital until such desquamation is completed. 

3. That, as bacteriological researches indicate that the tonsillar 
and buccal mucus, not only in the early, but also in the later stages, 
is the principal source of infection both in scarlet fever and 
diphtheria, throat and mouth disinfection, with solutions of 
potassium permanganate or liquor chlori, or other suitable solution, 
should be practised as a matter of routine, in addition to other 
measures taken, in all cases from the earliest stages of these 
diseases. 

4. That systematic bacteriological examinations of all patients 
should be made on admission, so that scarlet-fever cases with 
coexistent diphtheria, or vice versd, may be placed in separate 
wards, and thus the number of cases of post-searlatinal diphtheria, 
or post-diphtheritic scarlet fever, be minimized. 

5. That printed instructions of warning should be given to the 
parent or guardian at, or before, the time of the discharge of a fever 
patient from hospital. 

6. That notification of the discharge of a fever patient from 
hospital should be previously sent to the medical officer of health of 
the district concerned, and in the event of such patient having 
nasal, aural, or other complication, the details (in brief) should be 
sent at the same time. 

7. That details of errors in diagnosis should be notified to the 
medical officers by the medical superintendents. 

8. That every hospital for isolating infectious diseases should 
be well supplied with small isolation rooms or wards, so as to 
prevent the spread of coexisting infectious diseases. 

9. That convalescent patients should be kept apart from acute 
cases for at least a whole week prior to being discharged from 
hospital. 

THE EFFECT OF BOEIC ACiD ON THE METABOLISM OF MAN (~. Rubner, 
tI.yg..Rundschau, No. 4, 1902).--Metabolism experiments in which the 
respiratory products were taken into account lead the author to the 
conclusion that boric acid increased the production of carbon dioxide 
and water vapour and increased the cleavage of fat or carbohydrates 
in the body. 


